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Response to reviewers 
Comments Amendments to manuscript 
Comments to the editor from authors Thank you for your letter, the opportunity to amend the article and 
extremely helpful comments provided to us by the reviewers. We 
address specific comments and recommendations below. In 
addition, as indicated in the version of the article with track 
changes, we have taken the opportunity when revising this paper 
to sharpen the writing and correct occasional typographic and 
other errors.  
Comments – Reviewer 1 
The author might want to mention the prevalence rates of depression in 
Indonesia in the manuscript, if any?  
I have expanded the background section including to incorporate 
comments on this (Indonesia context) 
The Authors might describe the previous experiences on how Indonesian  
usually report their depression symptoms, or it also would be great if the 
author cited previous studies in Indonesia, if any. 
Added in the background (Indonesia context) 
The authors might explain what is the current diagnostic criterion used to  
diagnose depression or other mental disorders in Indonesia? ICD, DSM or  
PPDGJ? What is the advantages/disadvantages of this criterion in the field  
or daily clinical use and this can be linked on the importance of developing 
IDC. 
Added in the background (Indonesia context) 
Why written OR verbal consent? Was it difficult to obtain a written consent 
from the respondents? If so, the author may explain why it is difficult to 
obtain written consent.  
Added in the methods section 
Table 5. I understand that the authors dropped out many items, but I think 
"crying for no obvious reason" is commonly mentioned by the depressed 
patients, or course it is not always. 
Specifically addressed in the discussion 
Before "convergent validity" was tested, had the authors considered the 
other type of validity tests? Face validity for instance? This statistical test 
sometimes it just gives us great (significant) p-value, but does it really 
We explained in the method section, especially in analysis 
subsection of deriving items for the IDC (page 4 the last sentence) 
that the list of depression symptoms reported by participants in 
measure what we wanted to measure? Have the authors discussed about this 
internally? It does not have to be in the manuscript, but I think this is very 
important in developing a new tool.  
 
Group 2 was then confirmed with the information from 
participants from Group 1.  
We have now added “This step was undertaken to establish face 
validity of the IDC: items derived from reported experience from 
people with depression were confirmed by clinical psychologists.” 
We explained further in the result section, especially in deriving 
items of the IDC, that only the most common symptoms – items 
reported by at least ten percent of participants in Group 2 (people 
with depression) and confirmed by participants in Group 1 
(clinical psychologists) – were selected as items of the IDC.  
 
The author mentioned "from the multiple regression, all factors except  
social factors contributed significantly to CES-D. Question is, what the 
authors have been done with this social factor further? 
We explained in the discussion section (paragraph 6 line 2) that 
“the Social factors did not contribute significantly to the CES-D, 
indicating that these items were not captured when clinical 
psychologists screened for depression using the CES-D.” 
We further note that: 
Javanese express their depression through an unwillingness to be 
involved in their social environment, but this was not included in 
the CES-D. Symptoms of depression included in the Social factors 
were lack of engagement with the community among people with 
depression, through three items, “only stay in your room”, “lack of 
motivation to do various activities”, and “want to be alone.” These 
symptoms are different from the interpersonal factors in the CES-
D, represented by two items, “people were unfriendly” and “I felt 
that people dislike me”. In the IDC, people with depression isolated 
themselves, while in the CES-D, people described difficulties in 
interactions with others. 
 
Including the religious factor in IDC would be challenging; despite the  
Indonesian should have a religion, but how about the patients who are  
not religious? Or those who think that religion is not such an important 
thing in their life?  
We have addressed this in the discussion, noting the significance 
of religion in the country (of whom 88% are Moslem), but also the 
need for further research to allow people to indicate the 
irrelevance of this question: lack of engagement in religion should 
not be considered a sign of depression or other pathology. 
In conclusion or recommendation, would be great if the authors explain if 
IDC can be used by other health professional, such as MD, nurse in their 
daily practices or even other researchers in the future?  
We have done this. 
I think the IDC is mostly reliable to the Javanese patients, and not (yet) to 
the other parts of Indonesia. The People from Aceh or Papua might show 
different signs and symptoms of depression than the Javanese. This might  
be mentioned in the limitation of the study.  
We have noted this  limitation in the discussion section 
The author might also consider suggest to replicate the study using the IDC 
in other parts of Indonesia. 
We have made reference to this in the discussion section 
Comments Reviewer 2 
Although there are over 350 local languages the vast majority of 
Indonesians are educated in Indonesian and most television programs,  and 
national and regional newspapers and magazines and their on line 
counterparts are published in Indonesian.    Indonesian is also a non-
hierarchical language so many patients and clinicians prefer to use this 
language in clinical interactions.   ( in addition to what they wrote) 
Added in the background, Indonesia context 
The essay slips into using Javanese instead of Indonesian (perhaps they first 
titled this the Javanese scale?).    Or is there a Javanese Scale as well that I 
am missing?  In any case, one the IDS should be reported on here.   When 
should  Javanese be used and when Indonesian.   Do the authors intend this 
INdonesian Scale only valid for Javanese and say not for Acehnese?  If so 
must it be named IDS-J ?     I believe this is a slip, as the population on 
which the IDS was being develop and tested is Javanese.    The authors 
must clarify. 
Added as a limitation in the end of discussion section, as below: 
 
The IDC was developed based on Javanese reports of their 
experience of depression and then tested among Javanese who 
were suspected to have depression. Based on this study, the IDC is 
valid to screen depression among Javanese people in Indonesia. 
However, further research needs to be conducted to determine the 
validity of the IDC among Javanese people elsewhere in Java, in 
other parts of Indonesia, and among the Javanese diaspora.  
Comments Reviewer 3  
I found the introduction to be somewhat sketchy, and encourage the authors 
to provide a much more thorough coverage of the literature on cultural 
variation in depression and the effects of this variation on assessment and 
diagnosis. Have there been other successful culture-specific instruments to 
assess depression, and evidence that use of such instruments is clinically 
useful? For example, Fanny Cheung has written a lot about Chinese-
specific assessment of psychopathology, and has generated a 
comprehensive instrument for this purpose (Chinese Personality 
Assessment Inventory). 
Added in the background section 
Also in the introduction, I would have appreciated the opportunity to learn 
more about the Indonesian context, both in terms of general demographics 
(e.g., language, religion, ethnocultural composition, history of colonialism 
and other major cultural influences) and local understandings relevant to 
psychopathology, depression, emotion, etc. 
We are limited by space, and have provided further detail along 
these lines, particularly in relation to and around local 
understandings of psychopathology, depression, emotion, in a 
separate paper. 
While I appreciated the mixed-method approach, the authors should provide 
some justification for this approach and for its qualitative and quantitative 
components. 
Added in methods section 
The authors should present the confidence interval for the RMSEA along 
with the point estimate. This is especially important when the sample size is 
on the small side. 
Added in Table 2 
In keeping with the APA style preferred by this journal, study limitations 
should be built into the discussion section rather than appended to the end 
of the paper. As well, surely more than one sentence could be dedicated to 
study limitations. For example, what are the limits to generalizability 
through other parts of Indonesia, or in the Indonesian diaspora? Are the 
authors concerned by the measurement limitations created by the fairly low 
reliability of two of their subscales (in the .60 to .70 range)? What future 
validation research do the authors recommend to bolster support for their 
measure? Are there potential issues with discriminant validity (e.g., is the 
measure also elevated when respondents are anxious but not depressed ... 
admittedly an issue with 'Western' measures as well)? To what extent could 
or should a researcher interested in developing a measure for some other 
form of psychopathology and/or in some other cultural context be able to 
follow the general approach presented in this paper? 
We have done so, thank you (see above). Related to reliability, we 
appreciate this feedback. As this research is at the beginning of the 
development of new instrument, we think that reliability in the .60 
to .70 was good.  We address the question about extending the 
approach in the conclusion.  
There were numerous grammar and syntax errors throughout the 
manuscript. While they did not unduly compromise the readability of the 
paper, the author should nonetheless proofread carefully their revised 
manuscript before any resubmission. I recommend that they do this in 
collaboration with a native English speaker. 
Edited. We have worked carefully though the paper to ensure 
readability and to address grammatical and any other errors. 
In compliance with APA style, statistics bounded by -1.00 and 1.00 or 
bounded by 0.00 and 1.00 should not include leading-zeroes (e.g., 



























Response to reviewers 
Comments Amendment to manuscript 
Comment to the editor from authors Thank you for your letter, the acceptance of the article, the 
helpful comments from the reviewers, and the opportunity to 
amend some points of the article. We address specific comments 
and recommendation below.  
 
We reviewed the names that we had given to the factors, and feel 
that renaming these would give clarity to our argument and its 





Physical Physical Symptoms 
Emotion Affect 
Thought Cognition 
Social Social Engagement 
Religious Religiosity 
 
We have also amended Yogyakarta Special Province to Special 
Region of Yogyakarta, as a better English translation of Daerah 
Istimewa Yogyakarta, where the study was undertaken  
Comments – Reviewer 1  
The authors have improved the quality of the manuscript by 
responding to the reviewers’ comments and suggestions. 
Thank you 
Comments – Reviewer 2  
1. On page 7: "One hundred and twenty five Javanese adults 
suspected to have mild to moderate depression and aged 18-65 
were recruited as a clinical sample." What is meant here by 
'suspected to'? Is this based on clinical judgement, referral, self-
report, some kind of objective score on a self-report measure, 
result of clinical interview, etc.? 
We added on page 7:  
In PHC centers, clinical psychologists usually assess patients with 
a clinical interview and observations, and then check these 
against symptoms for depression listed in the PPDGJ III in order 
to confirm a diagnosis (Widiana, Manderson, & Simpson, 2016).  
 
And revised:  
One hundred and twenty five Javanese adults,  aged 18-65, who 
were suspected to have mild to moderate depression by clinical 
psychologists based on clinical interviews and observations, 
without confirming this by reference to the PPPDGJ III,  were 
recruited as a clinical sample.  
2. On page 8: "At the end of the assessment, the clinical 
psychologists rated the level of depression of each participant 
(range 1-10). The value was defined on the basis of clinical 
judgment." It would be helpful to see the anchors that were 
used for this scale (or at the very least, the threshold for 
clinically significant depression). 
We revised on page 8:  
At the end of the assessment, clinical psychologists checked the 
signs they identified against the symptoms listed in the PPDGJ 
III, in which depression is classified into three categories: mild, 
moderate and severe. Clinical psychologists then converted the 
classification to a score ranging from 1 to 10 to determine the 
level of depression, as follows: mild (1-3), moderate (4-7), severe 
(8-10).  
3. There are a few minor dysfluencies here and there (e.g., the 
authors should refer to 'the CES-D' rather than 'CES-D'). The 
manuscript should be thoroughly proofread before any 
resubmission 
The second and the third authors are native English speakers. The 
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